Sir,

Preuse check of the endotracheal tube (ETT) is an integral part of anesthesia practice. Despite this common practice, some of the manufacturing defects not perceptible on visual inspection can go unnoticed, leading to complete or partial airway obstruction.\[[@ref1]\] Such errors can be catastrophic if corrective steps are not instituted timely, especially in pediatric patients.

We report one such case of ETT connector defect recently encountered in the pediatric operation theater, which resulted in inadequate ventilation. A 7 month old, American Society of Anesthetists physical status 1 child, weighing 8 kg was posted for bilateral inguinal herniotomy. Following induction of anesthesia, the airway of the patient was secured with a 4.0 mm single use ETT (Sterimed Medical Devices Ltd., Bahadurgarh, Haryana, India). On connecting to the anesthesia circuit, the ventilation was difficult, and the compliance of the bag was poor. The air entry was grossly diminished. There was an increase in the peak pressures and the end-tidal carbon dioxide (EtCO~2~). To rule out any mechanical obstruction as the plausible cause, the anesthesia circuit was checked for any kink or obstruction. The problem was diagnosed when a 10 F suction catheter could not pass through the ETT. The distal end of the connector was found to have an extremely narrow orifice, in comparison to the standard 4 mm ETT connector \[[Figure 1](#F1){ref-type="fig"}\]. The connector was removed and replaced with another same size ETT connector. There was immediate improvement in ventilation. The peak pressures and the EtCO~2~ came down to normal limits. The rest of the surgery was uneventful.
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Difficult ventilation following successful endotracheal intubation could be due to acute bronchospasm, malfunction or obstruction of breathing circuit, kinking, obstruction of ETT by foreign body or malfunctioning defects of different parts of ETT e.g., inflation line, ETT connector.\[[@ref2][@ref3][@ref4][@ref5]\]

In spite of the several case reports of manufacturing errors, such mishaps continue to occur. Reporting of such critical events re-emphasizes the need for thorough check of each and every part of the anesthetic equipment prior to its use and highlights the role of a vigilant clinician in timely detection of such errors and thereby avoiding anaesthetic mishaps.
